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Lymphatic pathwaysAbstract Surgery and irradiation for breast cancer may interfere with conventional pathways of
spread, leading to bizarre patterns of dissemination through lymphatics or through hematogenous
route. Lymphoscintigraphic studies may help identify nodal involvement. Other possible reasons
could be occurrence of primary breast cancer in accessory breast tissue retained in the vulva follow-
ing involution of milk line. We describe a case of triple negative breast cancer, who developed con-
tralateral breast cancer during treatment. Three years later, she developed isolated inguinal nodal
metastases, which responded to local radiotherapy and chemotherapy. However, the patient
relapsed after 2 years and could not be salvaged thereafter.
ª 2014 Production and hosting by Elsevier B.V. on behalf of National Cancer Institute, Cairo University.Introduction
As it is common knowledge, breast cancer tends to metastasize
through both lymphatic pathways to regional nodes as well
and hematogenous spread to organs such as the liver, lung,
bones, brain, etc. However, isolated involvement of distant
nodal regions is extremely uncommon. We describe a case of
triple negative metachronous breast cancer that developed iso-
lated inguinal node metastases, 2 years following treatment.
Case report
A 60-year-old postmenopausal multiparous lady presented
with a right breast lump of 2 months’ duration. Mammogra-
phy showed a spiculated mass lesion upper outer quadrant,
and biopsy revealed carcinoma with apocrine differentiation.Family history of breast cancer and comorbid conditions
was excluded. Staging workup revealed a stage IIIB right
breast cancer (T4bN0M0). She received neoadjuvant chemo-
therapy (3 cycles of 3-weekly FAC regimen) with a partial
response, followed by right modiﬁed radical mastectomy
(MRM), and adjuvant chemotherapy for 3 more cycles. Within
a month of completing chemotherapy, she detected another
lump in her left breast, staged as carcinoma left breast stage
II (T2N0M0), for which she underwent left MRM. She also
received locoregional radiotherapy to the right chest wall
and supraclavicular fossa subsequently for node-positive dis-
ease on histopathology following right MRM. Both MRM
specimens showed hormone-receptor negative status, and since
she denied further chemotherapy, she was kept on regular
follow up. Three years following her second surgery, she devel-
oped a right inguinal lymph node (2.5 * 2 cm, ﬁrm, ﬁxed; see
Fig. 1). Pelvic, genital and lower limb examinations were
non-contributory. There was no other evidence of systemic
or local recurrence related to her prior breast disease. FNAC
from the inguinal node showed a carcinoma compatible with
Figure 1 Shows the staging whole body PET-CECT with
enlarged right inguinal node.
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were negative. Other metastatic workup was negative.
She was advised right inguinofemoral lymph node dissec-
tion, which she refused; hence she was given local irradiation
with 8 MeV electrons (45 Gy to right inguinofemoral region
with boost to gross node till 60 Gy) followed by 6 cycles of sec-
ond line taxane-based chemotherapy. Follow up examination
and imaging showed complete regression, with no new sites
of relapse. She was free from local or systemic disease for
2 years when she developed extensive retroperitoneal and pel-
vic nodal metastases, and succumbed to her disease.
Discussion
Non-regional lymph node involvement by breast cancer has
been described earlier in mediastinum, paraaortic and pelvic
lymph nodes. Spread to the inguinal lymph nodes is extremely
uncommon and till date, only 5 cases have been reported in
English literature. The ﬁrst such report by Baba et al.
described a patient with inguinal node and breast lump at pre-
sentation [1]. Appearance of the inguinal node preceded the
breast lump by a year. Other metastatic workup was negative.
Treatment included MRM, chemotherapy, hormone therapy
(tamoxifen 80 mg daily), bilateral inguinal dissection and right
inguinal irradiation. Histopathology showed invasive ductal
carcinoma, axilla had lymph node involvement (4 of 16 nodes
were involved), and hormone receptor negative status. She
developed massive lower limb edema and pelvic lymph node
metastases 2.5 years later, followed soon after by cervical
nodal metastases, bilateral pleural effusion and skin metasta-
ses, and died shortly thereafter. The authors proposed two
pathways of inguinal spread: directly through the skin or sub-
cutaneous tissues or retrograde through submuscular fascia
when axillary lymph nodes are blocked. A similar case was
treated with systemic chemotherapy and remained disease-free
for 1 year [2]. Another report by Kilc¸iksiz et al. described a
patient with early breast carcinoma (T2N0M0, triple negative,
lymphovascular space invasion) treated with breast conserva-
tion surgery, adjuvant RT and chemotherapy [3]. Five years
postoperatively, she developed right leg edema and pain. Ear-
lier investigations were inconclusive, but a year later, imaging
repeated for persistent complaints showed right inguinal node
(3 cm) along with right iliac and retroperitoneal nodes.
Workup for other abdominal malignancies was negative.Biopsy from inguinal node conﬁrmed triple negative microtu-
bular adenocarcinoma. She received 3 cycles of palliative
chemotherapy, with subsequent progression, for which pallia-
tive RT (50 Gy) was delivered. She died 3 months later from
disease progression. Jebbin et al. have described two more
cases that presented with inguinal node metastases [4]. One
patient succumbed to her illness while the other was lost to fol-
low up. Retrograde embolization was suggested as the proba-
ble pathogenesis.
Axillary lymph node involvement is one of the most impor-
tant prognostic factors in breast cancer. Regional spread may
occur to ipsilateral axillary, supraclavicular and occasionally
to the ipsilateral internal mammary chain. Metastasis to the
contralateral axilla is classically termed metastatic disease in
the absence of disease in the contralateral breast. However,
aberrant lymphatic spread may occasionally occur especially
after occlusion of conventional pathways of lymphatic drain-
age following axillary dissection or irradiation [5,6]. A lympho-
scintigraphy study on 23 patients of operable breast cancer
before and after therapy that included axillary dissection, irra-
diation, or both, determined that the incidence of contralateral
axillary lymph node spread increased from 1/23 at baseline to
6/23 after therapy [7]. Contralateral internal mammary chain
showed radioisotope uptake in one patient post-therapy. The
authors postulated that in the presence of altered lymphatic
pathways after surgery or irradiation, such involvement should
be regarded as regional recurrence and considered for radical
therapy.
Other possible etiology could be the presence of ectopic
breast tissue in the vulva with inguinal nodal involvement, a
condition that has been described in under 15 cases till date
[8,9]. Management essentially remains the same, apart from
tailoring the surgery to radical vulvectomy and ilioinguinal
nodal dissection and adjuvant RT.
In the present case as well as the available literature, altered
lymphatic pathways could have been responsible for the ingui-
nal involvement, but without doubt, inguinal involvement was
associated with early systemic progression. More often, the
abdominal and pelvic nodal involvement occurred after ingui-
nal nodal involvement, hence a direct hematogenous spread is
also plausible.
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